We studied the effect of P6 acupressure on 46 women undergoing laparotomy for major gynaecological surgery who received patient-controlled analgesia. Half the patients received acupressure at the P6 site, the remainder received acupressure at a "sham" site. There was a reduction in the requests for anti-emetic therapy in the group receiving P6 acupressure but there was no difference in the incidence of nausea and vomiting. There was no difference in total morphine consumption between the two groups.
Several reports have shown that acupuncture applied to the P6 or "Neiguan" point on the palmer aspect of the wrist may be of benefit in reducing the incidence of postoperative nausea 12 • In these studies, heterogeneous groups of patients undergoing a wide variety of surgical procedures were studied. This presents problems, as different operations have different emetic potential'. The wide individual variation postoperative opioid requirements, even for a single surgical procedure, would affect the incidence of nausea and vomiting 4 • In this study we have aimed to repeat the findings of Dundee and colleagues 2 by assessing the efficacy of acupressure in a group of women undergoing gynaecological surgery and receiving a tightly controlled anaesthetic regimen. We chose acupressure over acupuncture because of its ease of application and high patient acceptance.
METHODS
Patients aged between 18 and 65 years, of ASA status 1 or 2, and requiring gynaecological surgery involving a Pfannenstiel incision, were recruited into the study. The study was approved by the Hospital Medical Ethics Committee. Written informed consent was obtained. Patients were told that a form of acupuncture (using wrist-bands instead of needles) may reduce the incidence of sickness postoperatively, and that we were investigating the most appropriate site on the wrist for this to be placed. Only patients with no previous experience with this form of acupressure were included in this study. Otherwise, all eligible patients having elective surgery were asked to participate.
The patients were randomly allocated to wear an elasticized wrist-band with a pressure stud ("Seaband", Boots Pharmaceuticals) placed over the P6 point or to a sham point on the dorsum of the wrist on the dominant arm. Patients were told that pressing the stud might help if they felt nauseous but an intramuscular anti-emetic would be available on request as an escape medication. Patient-controlled analgesia (PCA) was also explained at the preoperative visit.
Patients were premedicated with oral temazepam 20 mg, 90 minutes prior to operat:')n. The "Sea-band" was placed over P6 or a corresponding point on the dorsum of the dominant wrist prior to premedication.
Patients received a standard anaesthetic consisting of a sleep dose of thiopentone (4 to 5 mg/kg) followed by morphine 0.1 mg/kg and a bolus of atracurium 0.5 mg/kg with increments as necessary. All patients were intubated. Anaesthesia was maintained with 66070 nitrous oxide in 33% oxygen supplemented by isoflurane. Hartmann's solution was infused during the operation. Residual neuromuscular blockade was antagonized with neostigmine and glycopyrrolate at the conclusion of the operation. No patients received preor intra-operative anti-emetic drugs.
PCA was started in the recovery room, delivering a 1 mg bolus of morphine with a lock-out time of five minutes. No background infusion was used. Nausea was assessed by the nurses on the ward using a threepoint scale-no nausea 0, nausea only 1, retching and/or vomiting 2. This was performed hourly for the first four hours, then four hourly. Prochlorperazine was prescribed, 12.5 mg IM 4 hrly pm, on patient request. This was offered to all patients who complained of nausea on questioning. Patients were visited by an anaesthetist at twenty-four hours to collect this data and record the amount of prochlorperazine and morphine administered.
Prochlorperazine usage was compared by the chisquared test. Data are shown as a mean, range and standard deviation for morphine consumption and age. The power of the study was 750/0 in being able to detect a 50% change in the incidence of nausea and vomiting.
RESULTS
Forty-six patients were recruited into the study, with twenty-three allocated to each group. Two patients were excluded because of previous exposure to the elasticized wrist-bands for the preventiom of motion sickness. No patient refused to participate in the study, nor were there any withdrawals. No patient suffered any untoward sequelae. The ages and weights of the patients in the two groups were comparable: acupressure: average age 41.6 years (SO 7.4), weight 70.7 kg (SO 16.4); sham: average age 44.2 years (SO 11.2), weight 73.7 kg (SO 17.1).
The average morphine consumption by each group postoperatively was 1. acupressure 59.5 mg (range 22-109 mg); 2. sham 56.4 mg (range 24-86 mg).
The use of acupressure had no effect on the maximum nausea/vomiting scores in the first 24 hours (Table 1) , although the sham group received more doses of prochlorperazine. The severity of nausea/vomiting was also assessed by the number of prochlorperazine doses requested and administered by nursing staff. There was a significant difference in the amount of prochlorperazine administered to patients receiving P6 acupressure ( Table 2) .
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DISCUSSION
Acupressure is less invasive and carries no infection risk in comparison with acupuncture. It is also more readily applied and has high patient acceptance. We therefore wanted to see whether it was as efficacious as acupuncture in relieving postoperative nausea. This study showed that the wearing of an acupressure wrist band did not alter the incidence of nausea and vomiting but it did reduce the severity of the nausea as evidenced by a decrease in the use of postoperative anti-emetics. This is at variance with the work of Dundee and colleagues Z who showed a 60% reduction in the incidence of nausea and vomiting when manual or electrical acupunture was applied for five minutes at the time of premedication. The major differences between Dundee's study and ours were the use of acupuncture versus acupressure, and postoperative analgesia being provided by intramuscular nalbuphine or pethidine rather than PCA morphine.
Our decision to use PCA for postoperative analgesia meant that the contribution of pain to the aetiology of nausea could be minimized. A fixed dose opioid regimen leads to poor analgesia in some and oversedation in others. Differences in emetic scores in studies such as Dundee's could be due to differences in pain levels. The use of PCA allowed each patient to titrate themselves to an acceptible level of analgesia.
A study involving children undergoing tonsillectomy showed no effect with P6 acupuncture when the stimulus was applied after anaesthesia had been induced'. There is evidence to suggest that P6 acupuncture should be administered prior to the induction of anaesthesia 6 • The time when P6 acupuncture is administered to prevent chemotherapy-induced vomiting is also importane. We thus applied the acupressure bands prior to administration of the premedication.
The pressure exerted by the stud on the elasticized wrist band may have been insufficient in some cases to have an effect on the P6 point. Pressing the stud when nausea was experienced may have been unhelpful in view of the above studies.
Only 9 out of 46 patients in this study were nausea free and did not require anti-emetics. Thus 80% experienced nausea and/or vomiting. Our data is comparable with other studies which have shown a high incidence of nausea in women undergoing gynaecological laparotomy'. The efficiency of acupressure in reducing the severity of nausea experienced is small. P6 acupressure may have a role in those patients who are intolerant of anti-emetic drugs or develop nausea despite their use.
